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While the “social determinants of health” view compels us to explore how social structures shape health
outcomes, it often ignores the role individual agency plays. In contrast, approaches that focus on indi-
vidual choice and personal responsibility for health often overlook the inﬂuence of social structures.
Amartya Sen’s “capabilities” framework and its derivative the “health capabilities” (HC) approach at-
tempts to accommodate both points of view, acknowledging that individuals function under social
conditions over which they have little control, while also acting as agents in their own health and well-
being. This paper explores how economic, social, and cultural resources shape the health capability of
people with diabetes, focusing speciﬁcally on dietary practices. Health capability and agency are central
to dietary practices, while also being shaped by immediate and broader social conditions that can
generate habits and a lifestyle that constrain dietary behaviors. From January 2011 to December 2012, we
interviewed 45 people with diabetes from a primary care clinic in Ontario (Canada) to examine how their
economic, social, and cultural resources combine to inﬂuence dietary practices relative to their condition.
We classiﬁed respondents into low, medium, and high resource groups based on economic circum-
stances, and compared how economic resources, social relationships, health-related knowledge and
values combine to enhance or weaken health capability and dietary management. Economic, social, and
cultural resources conspired to undermine dietary management among most in the low resource group,
whereas social inﬂuences signiﬁcantly inﬂuenced diet among many in the medium group. High resource
respondents appeared most motivated to maintain a healthy diet, and also had the social and cultural
resources to enable them to do so. Understanding the inﬂuence of all three types of resources is critical
for constructing ways to enhance health capability, chronic disease self-management, and health.
 2013 The Authors. Published by Elsevier Ltd.Open access under CC BY-NC-SA license.Introduction e The “health capabilities” (HC) approach
Health is shaped by the chances or opportunities people have to
pursue health and to be healthy, along with the choices they make
relative to these chances. Life chances are a function of the re-
sources available to connect them to larger social structures. The
association between access to resources and health outcomes is
well-documented (Commission on Social Determinants of Health
(CSDH), 2008; Department of Health and Social Security, 1980;Weaver), manon.lemonde@
N. Payman), bill.goodman@
r Ltd. Open access under CC BY-NC-SHumphries & van Doorslaer, 2000; Mackenbach, 2012; Marmot,
2005; Marmot et al., 1991, 2010; Phelan, Link, & Tehranifar, 2010;
Rabi et al., 2006; Smith et al., 1990; Wilkinson & Pickett, 2006;
Willson, 2009). These resources are more or less convertible to
other resources that offer health beneﬁts (e.g., ﬁtness membership,
healthy leisure activities, wholesome foods, high quality health
care) and are unequally distributed across society. Greater access to
resources means greater latitude in translating them into health-
relevant resources to improve health and well-being.
The types of resources are varied as well. Economic resources
often are viewed as most easily converted to other resources. Most
obviously, economic capital and money can convert to other forms
of private property. Over time, however, economic resources also
enable attainment of educational credentials, broaden social net-
works, and expand lifestyle opportunities and choices available.
These social and cultural resources, in turn, can be used to secure
institutional positions and economic status. For instance, social ties
can offer a person shelter, information, or the support needed toA license.
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health, the skills required assess such knowledge, health-related
values e also impact health and well-being. Economic, social, and
cultural resources may coalesce and separate into social classes
with distinctive lifestyles that serve to reinforce the social differ-
ences (Abel, 2008, 2012; Bourdieu, 1984, 1986; Cockerham, 2005).
These distinctive ways of life, learned over the lifelong process of
socialization, manifest in individuals’ habits, preferences, and dis-
positions and inﬂuence health behaviors and health. Thus, an in-
dividual’s lifestyle, health-related choices and behaviors remain
“embedded in the structures of society” (Singh-Manoux & Marmot,
2005: 2130). Analysis of economic, social, and cultural circum-
stances within which individual “choices” are made offers a
gateway for understanding the larger structures that shape them.
The health capabilities (HC) approach attempts to accommodate
alternative viewpoints e one that sees health as a bi-product of a
person’s relationship to the social structures (life chances) and
another that sees health as the outcome of voluntary choices made
by autonomous individuals over a lifetime. The HC approach is
derived from the more general “Capabilities Approach” suggested
by Sen (1993, 1999), the conceptual and ethical underpinnings of
which are discussed elsewhere (see Abel & Frohlich, 2012; Ruger,
2004, 2010a; Venkatapuram, 2011). As with capabilities theory,
the HC approach is non-reductionist and application-oriented in
viewing health and health capabilities as a function of choices
made within a complex social and institutional context that also
shapes these choices. By including individual choice and motiva-
tion within its framework it respects individual autonomy and
agency, notions often left out of approaches that see health strictly
as determined by resources or socio-economic status (Abel &
Frohlich, 2012). At the same time, it recognizes the immediate
and broader social context as a choice-shaping force, inﬂuencing a
person’s desires, values, and predilections over time through an
ongoing process of socialization. Apart from presenting alternatives
to choose from, the context offers an external presence that in-
dividuals must adapt to over time. In so doing, they develop “dis-
positions to act” (habitus) in certain ways, and to favor certain
options over others (Bourdieu, 1984; Cockerham, 2005). Here,
external structures become internalized and often become repro-
duced over time. By examining these relations, the HC approach
seeks ways to alter the context to broaden the range of individuals’
freedom, choice, and health capability.
Health capability and diabetes management
This investigation examines the health capabilities of people
who suffer from diabetes. An exploration of how people with dia-
betes manage their condition elucidates several important ele-
ments of the HC approach. First, as with most conditions, the
management of diabetes rests primarily on those who suffer from
it. People with diabetes must substantially alter everyday habits to
accommodate the disease, although the extent of change required
may be greater for those from lower compared to upper class
backgrounds (Lutfey & Freese, 2005). Health professionals will
advise people with diabetes on how best to manage the condition,
but everyday choices are considered the responsibility of the in-
dividual. For diabetes, this typically requires regularly monitoring
glucose levels, controlling diet, and engaging in physical activity. It
is, in the end, the “individual’s choice” to do so. Yet, these choices
are variously shaped by one’s personal history and differently
constrained by economic, social, and cultural circumstances: “So-
cial positions are seen to create socialized dispositions” (Singh-
Manoux & Marmot, 2005: 2130). Diabetes offers a clear instance
where health achievement depends on the development of health
agency e i.e., the “individual’s ability to achieve health goals”(Ruger, 2010b: 42). Second, the consequences of poor management
are signiﬁcant, involving myriad potential complications that, in
turn, often compromise health capability. These include: cardio-
vascular, eye, and kidney diseases, stroke, neuropathy and com-
plications of the extremities, mental illness and other conditions
that severely diminish the quality of life and ultimately lead to
premature death. When diabetes is well-managed, however, the
onset of such complications often are delayed or prevented from
arising altogether. Preventing avoidable morbidities and premature
deaths are central priorities for the HC approach (Ruger, 2010a).
Finally, diabetes is common and is becoming more so. World-
wide, the number of people living with diabetes reached 347
million in 2008 e age-standardized prevalence was 9.8% for men
and 9.2% for women e and is expected to grow in the decades to
come (Danaei et al., 2011). In Canada, over 2.4 million (6.8%)
currently live with diabetes, with millions more who remain un-
diagnosed (Centers for Disease Control and Prevention, 2011). The
growing incidence of diabetes seems largely an outcome of un-
healthy diets, physical inactivity, and an aging population (World
Health Organization, 2011). Further, a disproportionate number of
those afﬂicted are poor (Darmon & Drewnowski, 2008; Dinca-
Panaitescu et al., 2011, 2012; Pilkington et al., 2010, 2011; Rabi
et al., 2006; Raphael et al., 2011; Robbins, Vaccarino, Zhang, & Kasl,
2005; Saydah & Lochner, 2010), and those with insufﬁcient re-
sources likely face additional difﬁculties in managing their condi-
tion. Understanding how the social context and choices people
with diabetesmakewithin it can help inform initiatives designed to
advance health capabilities and improved diabetes self-
management.
Beginning from the left-most box, Fig. 1 suggests that economic
resources can convert to social and cultural resources, and, in turn,
social and cultural resources may translate into or reinforce eco-
nomic resources. Over time, the three sorts of resources coalesce
into a distinctive social class and associated “lifestyles” that are
reproduced over time in individuals’ lives through the process of
socialization. This resource set ranges from low to high, and shapes
a person’s health capabilities.
Health agency operates in this middle box, impacting the health
choices made that, in turn, impact health (depicted in the right-
most box). Over time, one’s health may shape one’s health capa-
bility e good health helps sustain existing capabilities (enabling
further health), while poor health cycles back to diminish health
capabilities (which, in turn, may further exacerbate morbidities).
For instance, healthiness and vigor will sustain or even advance the
ability to be healthy. In contrast, co-morbidities often diminish the
capacity to engage in physical activities, depression may dampen
motivation to sustain current health, and both can lead to weight
gain and worsening health. Poor health often can negatively affect
economic, social, and cultural resources that can, potentially,
diminish health capabilities further, creating a vicious circle. Ge-
netic predilections, personality, the nature of health care systems
also intervene to affect health capabilities, though the focus here is
restricted to the impact of key resources embedded in the social
structure e economic, social, and cultural resources.
Health capability and dietary management
We further limit our discussion to one key aspect of diabetes
management e dietary habits. Diets can vary widely, and are very
much produced by choices, that, nonetheless, become patterned
over time within the conﬁnes of the larger social milieu e patterns
that are difﬁcult to alter. For instance, substantial research iden-
tiﬁes the impact of economic resources on diet, whereby poverty or
underemployment contributes to food insecurity, the risk of hun-
ger, and a cycle of under- and over-consumption of what tends to be
Fig. 1. Economic, social, and cultural resources and health capabilities.
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Jacobs, Lopez, Seligman, & Tschann, 2012; Galesloot, McIntyre,
Fenton, & Tyminski, 2012; Seligman, Laraia, & Kushel, 2010;
Seligman & Scheillinger, 2010). Social factors impact diet as well,
sometimes favorably, sometimes not. For instance, tensions or
competing food preferences within the household can contribute to
discontent often manifested as “food addictions” that undermine
good diabetic health (Clark, Vincent, Zimmer, & Sanchez, 2009).
Whoever plans and prepares meals in the household impacts the
nature and quality of meals served. Positive social support from
family members in meal preparation, along with monitoring con-
sumption favors sound diabetes management (Brewer-Lowry,
Arcury, Bell, & Quandt, 2010; Miller & Brown, 2005). In contrast,
low family or spousal support can undermine proper diet. Often
wives and mothers play the traditional role in food preparation;
when they do the preferences of children or spouses often trumps
their own dietary needs and sabotage proper dietary management
(Brewer-Lowry et al., 2010; Chesla & Chun, 2005; Savoca & Miller,
2001). More generally, the tendency to imitate or harmonize with
the behaviors of others can undermine healthy eating (Swanson,
Schoenberg, Davis, Wright, & Dollarhide, 2013). Relatedly, cultural
resources impact diet as well. Nutritional knowledge is directly
convertible to dietary choices, and educational interventions have
been shown to improve dietary behaviors (Lucan, Barg, Karasz,
Palmer, & Long, 2012; Miller & Branscum, 2012; Miller, Gutshcall,
& Mitchell, 2009; Wardle, Parmenter, & Waller, 2000). Finally,
cultural factors such as taste, value or commitment given to health,
often the result of early socialization or from health-related expe-
riences, also appear to inﬂuence dietary choice and behavior (Abel,
2008; Kelly, 2011; Savoca & Miller, 2001; Swanson et al., 2013).
The analysis of diet offers a window into the role economic,
social, and cultural resources play in dietary management, along
with how these resources interact with individuals’ health agency
and the ability to pursue health and well-being.
Method
This qualitative investigation uses in-depth, semi-structured
interviews to investigate how people with diabetes deﬁne and
experience their condition and its management. In so doing, it re-
veals the larger context as understood by people with diabetes, the
central health agents involved in diabetes management. This study
is part of a larger investigation of diabetes self-management un-
dertaken in collaboration with a local health clinic which shared a
common interest in understanding issues surrounding diabetes
self-management. The study received approval from the University
of Ontario Institute of Technology’s Research Ethics Board inMarch,2010; the sampling, interviewing, transcription, and data analysis
processes took place from June 2010 through October 2012.
Sample
We randomly selected 47 patients from a list of 502 patients
diagnosed with diabetes in a primary care clinic in a medium-sized,
mainly working-class city in Central-East Ontario (Canada) for in-
terviews. Two of the 47 were incorrectly listed and were removed
from the sample. Of the 45 respondents included in this analysis,
the large majority (43) were type-2 diabetics; two were identiﬁed
as type-1 diabetics. In accord with the ethics process approved by
our University’s Research Ethics Board, subjects were contacted by
phone and invited by a clinic staff to participate in the interview
process. If phone contact could not be made, staff was instructed to
contact the next patient on the list. The scripted invitation
informed potential subjects about the interview purpose and its
voluntary nature, and the incentive for participating e twenty
dollars, free parking, and a pedometer. Interviews were to be held
at the practice clinic at a time that was agreeable to the respondent.
Due to time constraints of the busy clinic, we did not ask callers to
record the number of “declines” or “no contacts”, though we were
told informally that while several respondents were not reached on
the initial attempt, few who were reached declined to be inter-
viewed. While some selection bias is introduced, ultimately our
sampling strategy mainly was designed to enhance variability
among respondents and to achieve a degree of data saturation,
rather than to ensure representativeness.
Interviews
The informed consent process was repeated at the time of the
interview, and, though a few respondents were pressed for time, all
agreed to and completed the interview. Interviews used pseudo-
nyms and transcribed audio recordings used numbers to preserve
conﬁdentiality; this article refers to participants through their
pseudonyms. The interviews (lasting about 45 minutes) probed
issues surrounding respondents’ educational and occupational
background, current activities, social relationships within and
beyond the household, social support, and their management of
diabetes. All the interviews adhered to the interview script, were
conducted by two authors (RW, ML), and were audio recorded and
transcribed. The interviews explored how respondents managed
their condition e e.g., monitoring and administering medications,
dietary practices, and physical activities e examining the role of
economic, social, and cultural resources in each management
area (Table 1 provides sample questions).
Table 1
Sample interview questions.a
Exploring . Sample questions
Economic resources &
diabetes management
 What did/do you do for a living? Do
you work? For how long?
 What about the costs of managing
your diabetes (e.g., meters, syringes,
medications)? Do you consider them to
be signiﬁcant? How? Do you sometimes
make trade-offs to manage other things?
What sorts of trade-offs?
Social resources &
diabetes management
 What sorts of activities do you engage in
regularly? Do you have family or close
friends living nearby?
 What supports/hindrances in managing your
diabetes do you receive from family? Friends?
Neighbors? Work? Your physician?
Cultural resources &
diabetes management
 What was the last school you attended?
Did you complete your degree?
 Where do you look for information about
diabetes management (e.g., Brochures? Library?
Internet? Family? Friends? Your Physician?)
Managing diabetes  How about your diet? Are you careful when it
comes to eating the right foods for managing
diabetes? Do you shop and prepare
meals for yourself?
 Are there things in your lifestyle e e.g., diet,
exercise e that you feel you need to improve
upon in order to better manage your diabetes?
What would those things be?
a Several probative questions were used to follow up on these.
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how they managed diabetes, and how resources shaped the pro-
cess. Economic resources were explored in terms of employment
and occupation, along with the ability to cope with the costs
associated with diabetes management (e.g., the costs of meters,
strips, medications, syringes, wholesome food, ﬁtness facilities).
Social resources pertain to social relationships developed and
invested in over time that respondents might call on when needed,
or which potentially hinder dietary management. Finally, cultural
resources include values, educational credentials, or knowledge
acquired through social learning (Abel, 2008; Abel & Frohlich, 2012;
Bourdieu, 1984, 1986; Cockerham, 2005). Economic, social, and
cultural resources are seen to be ﬂexible in that there might be
various ways whereby they might convert into improved health
status or, speciﬁcally, diabetes self-management.
Coding and analysis
The HC paradigm framed the analysis of how individuals’ access
to economic, social, and cultural resources shape their ability to
pursue health and well-being (Abel, 2008; Abel & Frohlich, 2012;
Bourdieu, 1984, 1986; Ruger, 2010a, 2010b). The researchers ﬁrst
familiarized themselves with the transcripts independently, and
met to develop a scheme for scoring economic, social, and cultural
resources. Scores ranged from 1 to 5 (low to high). Economic
resource scores were based on respondents’ references to affording
or possessing various health-related resources e e.g., affording
medications and supplies, nutritious foods, expensive dietary
items, possessing exercise equipment or ﬁtness-centre member-
ships; this might be reinforced by occupational status assessments,
dual income households, generous pensions. Social resource as-
sessments were based on the extent to which family were said to
encourage or discourage healthy dietary management through
words or actions, as well as social ties and involvement in
the community. The midpoint (a score of 3) was considered neutral
e social resources were viewed as having little impact on dietarymanagement either way e with the score increasing or decreasing
based on family support and community social engagement. As-
sessments of a participant’s health-related knowledge and values
(e.g., commitment to health, tendency to harmonize with the
context) were used to rank cultural resources. Once developed,
each researcher independently scored cases along each of the three
variables. After identifying and resolving any substantial discrep-
ancies in raters’ scores for each variable, we averaged the scores for
each case.
To assess inter-rater reliability for these scores, we used an
intraclass correlation measure. The method corresponded to the
“Case 2” approach described in Shrout and Fleiss (1979) and
executable in SPSS. The actual raters were interpreted as a random
sample from a larger population of possible raters; each rater
scored (i.e., rated) each case. The measure is based on a two-way
analysis of variance, with the differences between raters consid-
ered as random effects. The unit of analysis is taken to be themeans
of raters’ scores for individual cases (i.e., “average measures”). The
resulting intraclass correlation coefﬁcients for economic resources
(0.888), social resources (0.896), and cultural resources (0.904) all
suggest high levels of reliability.
We grouped cases according to z-scores on each of the three
dimensions. Along each dimension cases with z-scores below .75
were ranked as “low” and those with z-scores above .75 were
ranked as high; cases in between were ranked as “medium”.
Rankings were relative to the sample mean and were distributed
equally on both sides of it, a distribution that is narrower than that
of the larger population. We anchored categories according to
rankings on the economic-resource dimension. Althoughwe expect
rough agreement in rankings across the three dimensions, there
surely will be cases where rankings will not accord. For instance,
many cases would rank “low”, “medium”, or “high” on all three
dimensions, but some might rank “low” on the economic dimen-
sion, but “medium” or “high” on the social or cultural resource
dimensions. Such cases will serve to illustrate how characteristics
of each dimension might serve to favorably or unfavorably inﬂu-
ence health capability.
Findings
Sample characteristics
The primary care practice is located in a mostly working-class
neighborhood and city where automobile assembly and manufac-
ture historically sits at the centre of economic activities. The char-
acteristics of the respondents we interviewed generally seem
typical of those drawn from a predominantly working class com-
munity (Table 2, Column A).
Morewomen thanmenwere interviewede 58%e42%e but this
roughly matches the roster of diabetes patients from which the
sample was drawn, and matches the portion shown in a separate
questionnaire administered as part of a larger study of diabetes
patients in the practice. Ten of the forty-ﬁve lived on their own, all
of whom were women (according to our questionnaire, 28 of 33
people who lived alone were female). The study population was
ethnically homogeneous insofar as it included just one visible mi-
nority (according to our questionnaire, just 8 of 97 (8%) re-
spondents identiﬁed as “visible minorities”). Overall education
levels tend to be substantially lower than the Ontario averagee 26%
of Ontario adults hold a university (Baccalaureate) degree
compared to 11% in our sample, while just 14% of Ontarians had not
completed high school compared to 29% in our sample (Statistics
Canada, 2006). Most respondents (85%) were not working.
A handful reported having a managerial, technical or some pro-
fessional career, though no one was occupied in an “elite”
Table 2
Sample and group characteristics.
(A) Total (B) Economic resources (C) Social resources (D) Cultural resources
N ¼ 45 Low (n ¼ 11) Med (n ¼ 23 High (n ¼ 11) Low (n ¼ 9) Med (n ¼ 23) High (n ¼ 13) Low (n ¼ 12) Med (n ¼ 23) High (n ¼ 10)
Gender
Female 26 (58%) 6 (55%) 18 (78%) 2 (18%) 5 (56%) 16 (70%) 5 (38%) 5 (42%) 17 (74%) 4 (40%)
Male 19 (42%) 5 (45%) 5 (22%) 9 (82%) 4 (44%) 7 (30%) 8 (62%) 7 (58%) 6 (26%) 6 (60%)
Lives with someone
Yes 35 (78%) 8 (73%) 17 (74%) 10 (91%) 8 (89%) 14 (61%) 13 (100%) 9 (75%) 18 (78%) 8 (80%)
No 10 (22%) 3 (27%) 6 (26%) 1 (9%) 1 (11%) 9 (39%) e 3 (25%) 5 (22%) 2 (20%)
Age
Mean 60 54 yrs 59 yrs 69 yrs 50 yrs 61 yrs 66 yrs 61 yrs 58 yrs 65 yrs
Median 61 50 yrs 61 yrs 71 yrs 50 yrs 64 yrs 64 yrs 58 yrs 63 yrs 64 yrs
Range 30e92 30e82 yrs 34e74 yrs 51e92 yrs 30e64 yrs 34e82 yrs 48e92 yrs 46e92 yrs 30e82 yrs 50e85 yrs
Time since diagnosis
Mean 12 17 yrs 13 yrs 7 yrs 15 yrs 12 yrs 11 yrs 18 yrs 11 yrs 10 yrs
Median 11 17 yrs 12 yrs 6 yrs 17 yrs 12 yrs 6 yrs 18 yrs 10 yrs 6 yrs
Range 1e40 1e31 yrs 1e40 yrs 2e15 yrs 3e31 yrs. 1e40 yrs 2e39 yrs 3e40 yrs 1e26 yrs 2e39 yrs
Education
Less than high school 13 (29%) 4 (36%) 5 (22%) 4 (36%) 2 (22%) 6 (26%) 5 (38%) 7 (58%) 5 (22%) 1 (10%)
High school degree 9 (20%) 3 (27%) 5 (22%) 1 (9%) 3 (33%) 5 (22%) 1 (8%) 1 (8%) 7 (30%) 1 (10%)
Some college 4 (9%) e 3 (13%) 1 (9%) 1 (11%) 2 (9%) 1 (8%) 1 (8%) 2 (9%) 1 (10%)
College diploma 14 (31%) 4 (36%) 9 (39%) 1 (9%) 3 (33%) 9 (39%) 2 (15%) 3 (25%) 8 (35%) 3 (30%)
Baccalaureate
degree or higher
5 (11%) e 1 (4%) 4 (36%) e 1 (4%) 4 (31%) e 1 (4%) 4 (40%)
Employment
Never worked 3 (7%) 2 (18%) 1 (4%) e 1 (11%) 1 (4%) 1 (8%) 1 (8%) 2 (9%) e
Retired 18 (40%) 2 (18%) 8 (35%) 8 (55%) 1 (11%) 9 (39%) 8 (62%) 5 (42%) 7 (30%) 6 (60%)
On disability 10 (22%) 4 (36%) 6 (26%) e 3 (33%) 6 (26%) 1 (8%) 4 (33%) 6 (26%) e
Unemployed 7 (16%) 3 (27%) 3 (13%) 1 (15%) 3 (33%) 2 (9%) 2 (15%) 1 (8%) 3 (13%) 3 (30%)
Works part-time 2 (4%) e 1 (4%) 1 (15%) e 1 (4%) 1 (8%) e 1 (4%) 1 (10%)
Works full-time 5 (11%) e 4 (17%) 1 (15%) 1 (11%) 4 (17%) e 1 (8%) 4 (17%) e
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sector. Generally, respondents would not be described as among
the very poor in society, but many still face signiﬁcant challenges in
their everyday lives that compromised their ability to manage their
condition.
Characteristics of the groups
Table 2 also shows the characteristics of our three groups (Col-
umns B, C, and D). The table shows a rough consistency with
respect to rankings on the three key resource dimensions e
bivariate correlations between average scores on economic and
social resources (r ¼ .729), economic and cultural resources
(r ¼ .597), and social and cultural resources (r ¼ .524) all were
signiﬁcant (p < .000). A disproportionate number of men ranked in
the higher subgroups, whereas women more likely occupied the
medium subgroups. Living alone did not appear to impact eco-
nomic, social, or cultural resources, perhaps, in part, because in our
sample only women lived alone and this group tended to cluster in
the medium subgroups. Those in the high-resource subgroups tend
to be older (several retired from positions with generous pensions)
than those in the lower group, and have had diabetes for a shorter
period of time, suggesting that, overall, greater resources
contribute to better health. While the numbers in these instances
are small, they correspond with what we understand about eco-
nomic and health inequalities.
Participants’ rankings often showed differences across the di-
mensions, though mostly the differences were slight, resulting
from a rank falling just above or below the threshold separating
subgroups and hardly meaningful in terms of health capability or
dietary management. Our interviews suggest that relevant social
networks were constituted mainly by a few family members and
friends. Some differences across dimensions were signiﬁcant,
however, and help illuminate the differing roles economic, social,and cultural resources can play in affecting health capability and
dietary management.
The “low-resource” group
Economic resources
The “low-resource” group (n ¼ 11) is deﬁned as those who
scored low on economic resources (i.e., having a z-score less than
.75 below the mean on economic resources). Participants in this
category were younger, on average, than those in the medium or
higher categories, but none were employed e four received
disability insurance, three were unemployed, and three were
retired or never worked. All faced economic challenges. The
expense of food directly impacted one respondent’s ability to
consume a diabetes-healthy diet. “I know I am supposed to eat right
but it’s hard to do on a limited income. The food I am supposed to
eat is expensive” [“Newﬁe”]. The expense of food is complicated
further for an elder female [Sherry] who is without ready access to
supermarkets that offer less costly and healthier option: “the food
part is very expensive, especially in certain [nearby] stores”. Thus,
she must enlist the help of her son for transportation to more
economical stores located at a distance.
Social resources
In different ways the social environment can at least partially
compensate for deprivations resulting from economic hardship.
Four of the ﬁve men in this group to different degrees rely on the
support of a spouse or parents for dietary maintenance. Although
Elmer (70 years old) makes his own soups for dinner, he follows a
traditional pattern in mostly relying on his wife to cook and
manage his meals. Economic hardship required that Fred, Ken, and
Larry move in with their parents: “If it wasn’t for my parents, I
would be dead” [Fred]. Yet it is easy to return to old patterns when
parents prepare meals for their children (even adult children). The
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agement. Fred recognizes this so “keeps an eye on [his] portions. If
it’s too much I will say I won’t eat it.” Likewise, Ken resists those
meals deemed ill-suited for a diabetic diet, and prepared something
on his own: “it’s not on my menu. If your body says no then don’t
touch it. I am not going to eat it.” Both Fred and Ken were prepared
to generate some disharmony in the household in order to better
manage their diet. In contrast, Larry moved back with his parents
after his heart surgery in 2006, after which he was laid off from
work. While his parents were able to provide food and shelter, his
mother mainly prepares meals to suit his father’s preferences and
which do not accord with a proper diabetes diet. Established family
patterns seem to inhibit his ability to counter the negative dietary
norm. Maintaining harmony and pleasing his mother curtails his
willingness to speak up about his own needs because “I don’t want
to hurt her feelings. I am a good son.”
Three of the six women in this group lived alone, and were not
subject to positive or negative inﬂuence of others. The three others
were principally responsible for meal preparation, yet each faced
their divergent circumstances differently. Daphne, who livedwith a
spouse who attempts to encourage healthy eating but she was
largely indifferent to her eating habits, which she indicated has
been a life-long problem: “my diet has never been good. I don’t
have a reason why I shouldn’t [eat better]. I knowmy sonwould be
saying ‘mom, straighten up and look after yourself’, but.” In
contrast, Tammy, the youngest in our sample, plays a traditional
role in preparing meals for her husband and toddler and puts her
dietary needs second. She did not view the low-fat, diabetes-
healthy diet prescribed to her as appropriate for her three-year old,
while ﬁnancial and other constraints limited her ability to prepare a
separate meal for herself or her husband:
.trying to work on balance between making something that’s
suitable for me and my husband’s dietary restrictions and my
daughter, it kind of hard. They get taken care of before I do. And I
kind of eat what is left over basically.
Finally, Linda, whose life was recently changed by a near-death
“wake-up call”, now takes a more assertive stance in preparing
foods forherhusbandandolder son. “Iwas eatingwhatever Iwanted
to. things that weren’t good for me. I watch what I eat now.” Her
husband “buys me stuff that I should have, but he buys himself all
this nice stuff that I like [but shouldn’t have]. I ignore it.”
Social engagement beyond the household is comparatively
limited among those in the low-resource group. People derive
meaning from such engagement, which often offers a source of
motivation for more healthy living. Since no one in this category is
employed, work offers no source for social engagement or mean-
ingful activities. Nonetheless, Larry expressed great enthusiasm for
his participation in his weekly bowling league, while Elmer ﬁnds
enjoyment in his twice-weekly cribbage play with fellow seniors.
While most had time for socially engagement, economic con-
straints restricted the range of activities available to them. Tammy
would like to ski, but her family has only one pair of skis. Perhaps
adapting to her material circumstances e “we just don’t seem to
have money to do anything” e Daphne remarked that she “doesn’t
really like to go anywhere.”.
Three women from this category lived alone but were unable to
engage socially. The cost of transportation hampers Lamb’s ability
to visit her granddaughter who lives 25 kilometers away: “I drive.
It’s not always that I have the money to get to [see her grand-
daughter]”. She suffers from depression, but most likely Lamb’s
receives some spiritual sustenance from her bi-weekly bible study
group. She does not exercise or engage in other outside activities,
and shows little motivation to remain vigilant about her diet: “I eatwhatever I feel like eating.” Similarly, Sherry maintains that she is
“not a joiner”, while Loretta suffers from fatigue, has little energy
for exercise or other activities, rarely goes out, and “sleeps most of
the time”. Her adult sons live nearby but do not visit her regularly,
nor is she able to visit them. She takes little care in monitoring her
diet. When asked about whether she eats foods that are diabetes-
friendly, Loretta remarked: “I don’t think about it.” For this group,
the dominant activities remain largely solitary e knitting, reading,
watching TV, baking.Cultural resources
Tammy graduated from a nearby health science training pro-
gram and worked a laboratory technician before being laid off. She
considers herself extremely knowledgeable about her health and,
in view of her training and experience, likely is:
I have worked with a lot of patients that have diabetes. I love the
medical profession and I am like a junkie when it comes to in-
formation about anything, not necessarily for me but if I have a
patient, just for my knowledge I would go spending hours and
looking into it to see different things. . I have gone out of my
way to research it more than just the diabetic class that every-
body attends when they ﬁrst get diagnosed.
Most others in the low-resource group were less conﬁdent in
their knowledge about diet and about diabetes, and about their
ability to access information when needed. “I manage it but I don’t
think I am that knowledgeable” [Linda]. Apart from borrowing
recipes from diabetes cookbooks, few seek information from
sources besides the television or their physicians:
my main concern is not knowing what the disease is pretty
much. I know I am supposed to eat right but what is eating
right? I know there’s a lot of fruits and vegetables and that kind
of thing and how does it progress. Because I can’t afford these
things, is this really putting my health in jeopardy?
For Sherry uncertainty about what “the right foods are”, bears
directly on what she eats: “I eat a lot of bread because I don’t know
what to have.” She reads diabetes cookbooks but ﬁnds them
complicated, requiring “a half-page of ingredients that I don’t
have. I found they were very expensive.”
Beyond very basic knowledge, most expressed limited ability to
ﬁnd information through the computer or other sources. About half
indicated that they had ready access to the computer, but just two
considered themselves sufﬁciently savvy in computer use to
answer their questions. The preference for most in this category
was to seek diabetes knowledge from trusted friends or family
members, but this network was more limited than those from the
medium or high-resource category. No one in the low-resource
group mentioned being able to consult with a knowledgeable and
trusted relative or friend, suggesting how low social capital can
hinder the development of cultural capital.
In sum, health capabilities and dietary management in the low-
resource group is characterized by:
(1) limited ability to afford and access healthy foods;
(2) social ties that do not support or sometimes undermine a
healthy diet;
(3) low social engagement outside the household that can
depressmotivation tomaintain health and a healthy diet, and
(4) limited access to information resources (e.g., people, com-
puter know-how) that might provide information or answer
questions about dietary management.
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Economic resources
As the name implies, themedium-resource group (n ¼ 23) in our
sample falls between the low- and high-resource groups. Partici-
pants identiﬁed certain challenges to dietary management that
illustrate issues that commonly arose among members of the other
groups, albeit to different degrees. While no one insinuated that
they had access to much by way of discretionary ﬁnancial re-
sources, their economic status appeared sufﬁcient to meet the basic
dietary and other requirements for managing diabetes. No one in
this group mentioned the costs of food as a concern, apart from
Michelle’s off-handed remark that “everything that is bad for you is
cheaper than foods that are good for you.”
Social resources
In the medium resource group, the social milieu played a
mixed role, sometimes supporting proper dieting, sometimes
not. Support often comes in the form of constraint others pose by
monitoring one’s activities, by mutual participation in food
preparation, and by the example others set with regard to con-
sumption habits.
Traditionally, women and mothers play the principal role in
food preparation, and this was the case for all but one of the
eighteen women in the group (six lived alone). In four cases one or
more children lived at home, adding to sets of tastes and prefer-
ences most aimed to please, as well as to the difﬁculty faced in
accommodating their own needs as a person with diabetes. For
instance, while Janice maintains that her family is “supportive”, her
husband is a “picky eater” who does not enjoy vegetables, while
“my son will say because it’s healthy I like it he gets tired of it. But
not that it’s really negative. That’s just a natural reaction. They are
supportive.” Nini, a 60-year old, self-employed woman expressed
the difﬁculties and frustrations she encounters in a less-than-
hospitable environment for diabetes management. She is married
to a “largeman”who also has diabetes along with kidney problems,
yet who remains a big eater and a snacker who sneaks food: “If it’s
there he eats it. I have a lot of treats for the kids. I don’t eat it but
he does.” Nini remains unclear about what to eat for herself or how
to reign in her husband: “I want to know what to do for both me
and him.” This situation likely is not uncommon, as we regulate our
own behaviors relative to those of others. Excessive portions can
readily become viewed as “normal” over time. With her husband
setting a low standard for proper eating, hers can only exceed it in
comparison, and though she knows better, her larger situation
makes it easy for her to snack signiﬁcantly on “toast and butter”
which she sees as her downfall. Here, the tendency to harmonize
with the social environment becomes detrimental to healthy di-
etary management.
Other women suggest that their husbands serve a supportive
role in the meal preparation process by grocery shopping, planning
and preparing meals, or in monitoring food consumption. Mary
used to nibble on things a lot, but since her husband retired “I don’t
do that. when he is home we kind of check each other.” Suzie’s
eldest daughter often serves a “no-no police” indicating that
“[Suzie] shouldn’t eat that ‘cause that’s got sugar in it.” Yet Suzie’s
other daughter “likes her sugar” and “likes to go for fast food”,
while her husband’s inﬂuence seems ambiguous e sometimes he
cautions her that “[she] is eating too much sugar”, while at other
times “he will say ‘you want some cake’? He is not watching as well
as my little police daughter.” Sometimes couples worked as a team
in planning, preparing, and consuming meals, helping to sustain
the ability to appropriately manage diet. Mary’s husband does the
grocery shopping, and “he looks for the no fat if he can, if not then
the low fat. He is really good, it surprises me sometimes.”The medium-resource category included ﬁve men, all of whom
indicated that they play a signiﬁcant or primary role in the food
preparation process. Frank is retired while his wife works, so he
takes care of shopping and preparing meals: “I have to do some-
thing with my time.” But, he went on to indicate, “it’s always been
that way though. I have always cooked because of the work
schedule. Even when the kids were little because she used to go to
work early and there’s more ﬂexibility in mine you know.” Hectic
schedules for two men in the group who work makes shared meals
with others difﬁcult. In these cases preparing and consuming food
mainly is done individually: “Pretty well we are individual cooking.
Although when I make something I may make a batch. We don’t sit
by the table as we used to a long time ago. like back in the olden
days but now everybody is coming and going, and grabs their own
thing” [Richie].
In three of these ﬁve cases, the household climate seemed
largely supportive of the healthy dietary management, mainly by
monitoring consumption. For instance, Frank’s wife “asks me what
my number [HbA1c] was and stuff like that”, while Harry’s wife “is
always telling me if I have two or three of them [sweets] I am
having too many.” Lar’s wife “will take them [chocolate bars] or eat
them all, [although] she knows I am pretty much my own will.” In
the other two cases, however, themilieu is viewed as unsupportive:
Although Richie holds himself responsible for his food consump-
tion, he also admitted that his home environment was not
conducive to a healthy diet:
I guess you could also say at home that it would be my re-
sponsibility to do that too but when you have the pressure of the
family and everybody doing this and that e different members
wanting different kind of foods and not eating it. It’s sometimes
easier to bow and eat what’s there. I think that if my partner
wouldbemore in tune to look afterherself itwouldbe a loteasier.
So it’s the food choices shemakes often impact thewhole house.
Similarly, Joe lives with his retired sister who also suffers from
diabetes but who “Is very bad. she just doesn’t seem to care
anymore. She eats whatever she wants. as far as my diet goes, [I
am] constantly ﬁghting with my sister. she knows that I will only
eat certain things and yet she tries to. you know.”
Respondents in the medium-resource category varied consid-
erably in the extent to which they engaged in activities outside the
household. Four had full-time and one had part-time work re-
sponsibilities, which can offer an important source of meaningful
interaction in their own right. For instance, Richie is “consumed
with work”, but also engages signiﬁcantly in “household things”
and “hockey games”. Others were involved in a range of different
activities. Lucy oversees a busy household, with several children
and a number of pets (dogs, ferrets, cats), takes long walks, and sees
to other friends’ needs. Joe goes to the lake on weekends, and
spends time as a hockey volunteer. Others are variously involved
with church activities, card tournaments, bowling, ﬁtness classes,
animal care gardening and other involvements.
Regular engagements expand one’s social ties beyond the more
immediate household, and offer a source of meaning and purpose.
Some respondents were much less involved, however, often
because arthritis or some other condition diminishes capabilities.
Barbara’s license was revoked because eye problems made driving
unsafe; Donna’s arthritis hinders activities, particularly in the cold
weather, as does Sarah’s bad knee. Finances do not create difﬁ-
culties affording food for people in this group, but they do limit the
extent of outside activities available. For Michelle “there is lots of
stuff I like to do but can’t afford to do it. [Instead] I do a lot of
walking”, which becomes difﬁcult in the wintertime. Likewise,
Cecile participates in a “coffee hour for the ladies” and is involved in
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out too much. I am stay at home, I am pretty home bound.”Cultural resources
Most participants in this group were aware of the importance of
diet and knowledge about which foods to eat and which ones to
avoid. Rosie sometimes struggles with knowing what to eat, con-
fronted with abundant, often conﬂicting, messages about what
foods are appropriate:
You know I try to eat the right things and then I would tell Dr.
James and s/he would say ‘AHH that one is loaded with sugar,
don’t eat that.’ But you know you are eating a fruit and a
vegetable for heaven’s sake. it’s supposed to be good for you.
So it’s tough to sort them out.
Yet within or outside the scrutiny of others in the household,
many were comfortable monitoring their food intake e constantly
“reading labels” and “avoiding sugar and salts” e to ensure their
diet remained under control. “I am more aware of what I eat deﬁ-
nitely. I am always checking food for the carbs data” [Jane]. These
respondents generally were interested in learningmore about their
condition, and comfortable seeking information from outside
sources about diabetes- and diet-related issues. The “diabetes
clinic” was available to everyone when ﬁrst diagnosed, and while
most were comfortable discussing questions with their physician,
this provides help only during appointments. According to Sarah, “I
ask Doctor Rivers, I read everything, when I go today to get medi-
cation I ask them for the information, and I read.” Also, most had
access to computers and able to seek information from the internet,
yet understood enough to remain skeptical of that which they
received. Jane remarked:
You know, you have all these things, I am overwhelmed, I do go
on vacations occasionally. I am not proﬁcient in it but I go on and
what frustrates me is all the other various things of people
writing things that they have no knowledge of. So you are
looking at all these sites and you do a search and you come up
with 270 say sites related to that. How can you possibly make
sure that you’ll get the right one that is knowledgeable?
The tendency was to trust more the information they received
fromvarious other sources, including books, magazines, health care
professionals, and knowledgeable friends or relatives. Those in the
medium resource group maintained a somewhat broader social
network to draw upon for information than their low-resource
counterparts. Richie actually worked in the health ﬁeld as per-
sonal support worker, enabling access to health professionals of
various sorts. Sally’s friend “.works at the diabetes health centre.
If I need some information I have got a lot of places to get it”. Suzie
seeks information from her naturopathic doctor nearby. Finally,
participants in this group not only have access to a range of infor-
mation sources to learn more about diabetes and dietary man-
agement, there seems to be a much stronger desire to do so than
was evident from the low-resource participants. Sarah offers a
strong case for this, viewing learning more almost as a moral
obligation: “. I read, because it is our job to educate our self and
get every help and I am not ashamed to ask for help, so we should
know those stuff.”
Many suggested that they could do better regarding managing
their diet, and most admitted succumbing to cravings of one form
or another e e.g., for “sweets”, “diet pop”, “toast” e every now and
then, and a few considered the occasional breach acceptable or
even “good for the soul” [Jane]. Most expressed greater concern, asRosie did about her occasional “binges”. “Sweets are just a
disaster for me. So I’m that personwho just can’t eat half a square.”
And almost everyone wished they could “take some pounds off” so
that medications might be re-adjusted. As with most, old habits
often are difﬁcult to break, evenwhen there appears good reason to
break them. Reﬂecting on her own life and experience, Janice
suggests the role socialization plays over a lifetime in shaping her
orientation toward food:
I think for me it’s just me and my lifestyle because when I lived
at home, years ago when I was young. There wasn’t money. My
father was always very ill so the food in our house was what
could be afforded which meant it was mainly food that put on
weight. In other words it wasn’t always healthy. That’s the
result. My lifestyle has been like that. I do ﬁnd very difﬁcult to
follow a healthy diet because as child I never had to watch my
plate. For some reason I did not put onweight. I was very thin as
a child but after I had my son my weight gain was very easy for
me. It was in the family, my father’s side. I take after his family a
lot. I am ﬁnding that the hardest because I never had to watch
my weight but now I have to, it’s difﬁcult. I did for years and I
maintained a good weight but you could say I got tired of
everything I had to watch. I got tired of not being able to have
some of those little things I wanted to. The problem is once I
have it I want it so it’s going to be a little difﬁcult for me.
Janice’s reﬂections capture well what Bourdieu and others
suggest with regard to a person’s disposition to acte not normative
patterns, but habitual, intuitive actions (Cockerham, 2005).
In sum, health capability and dietary management for the
medium-resource group is characterized by:
(1) Sufﬁcient access to healthy foods;
(2) Family contexts that offered varied support: in some in-
stances family members were said to help respondents
monitor their diet and encouraged healthy eating, while in
other cases, others’ less-than-healthy habits dissuaded
healthy food consumption;
(3) Activity levels that varied: many worked, engaged in various
community activities, while health or ﬁnances restricted
others to less costly, homebound pursuits;
(4) Motivation and ability to seek dietary information from food
labels, the internet, books, and high trust in information
received from personal contacts e e.g., knowledgeable
friends, family, or physicians.The “high-resource” group
Economic resources
The eleven respondents in the high-resource group expressed
little concern about the cost of food. According to Andrew, “we are
in a very comfortable position. If I want a certain kind of food, we
get it. Simple as that”. Beatrice makes no mention of the added
costs associatedwith the specialized diet products she obtains from
the US to help manage her diabetes, along with a chronic digestive
ailment. Just one other person in our sample even contemplated
trying out alternative foods or diets to bettermanage their diabetes.Social resources
The threshold for readily affording diabetes-healthy food is
reached by most in the medium-resource group as well. Yet high-
resource participants received additional support for dietary
management from spouses and other family members, securing or
expanding their health capability. With one exception, high-
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other two dimensions.
The gender distribution in this group skewed nine to two to-
ward men, and several men in the group signiﬁcantly relied on
their wives for maintaining their diet. For instance, Doug was well
supported by his wife and family in diabetes management, but is
“his own worst enemy” when it comes to watching his intake of
unhealthy foods. Yet, his wife (a former nurse) and daughter
monitor him so when he falters “they just pull me back in and we
will walk and get on the treadmill” until glucose levels come down
again. Similarly, Bud’s wife “does everything foodwise.” For Paul,
“mywife is my best control board when I get up and go for a second
helping; she’ll say ‘do you really need that?’.” Mel’s wife ensures
that “we don’t have tempting foods in the house or anything like
that.” Even if “cheating” occasionally occurs, it remains within
limits: “Now [my wife] will pick up sweets, but she can see pretty
well tell what I can handle”. In two other cases, men played a more
prominent role in food preparation largely due their wives’ health
problems. Andrew’s wife suffers from macular degeneration, so
they complement each other when it comes to meal preparation
and food consumption: “I do all the shopping. She is still the one
that cooks.” Joseph’s wife suffers from COPD, so he does most of the
shopping and meal preparation. “There’s some things that you
know instinctively aren’t good for you, like cake and so on, sugar
and that sort of thing. And in large I try to stay away from all of that
unless it’s a special occasion, and I watch my diet pretty close.”
Support is more moderate for those who operate largely inde-
pendently from their partner. In reference to his wife and son,
Lionel remarked: “they do what they want and I do what I need to
do to care for myself.” Mark “cooks or makes my own [meals].My
wife is a picky eater so if she wants to eat it she can; if she doesn’t
want to eat it [there will be] leftovers for me for a couple of days.”
Among this group, “Randy” is the only person whose spouse
negatively impacts his attempts to maintain a healthy diet: “. she
brings home sometimes sweets and tries almost to undermine
what I am trying to do.. No, she is not [supportive]. if anything
she is saying ‘Randy you got it under control, have a few
chocolates’.”
Our high resource group included just two women, one of
whom lived alone. Jennifer is concerned about “how her body
processes carbs”, but maintains her ﬁtness and a healthy diet:
“that’s probably why I look so healthy, even though I got high blood
sugar.” Beatrice described her husband as “really supportive”. “He
knows I have eating problems.We don’t have any tempting foods
in the house. he saw in the fridge that the rack (of Glucerna) was
empty so he went out and ﬁlled it up.. He will make sure I eat on
time because that’s something I am not good at.”
Finally, virtually everyone in the high-resource group engaged
in various activities outside the household e e.g., osteo-ﬁt and
dance programs, music studies, gardening, caring for grand-
children, volunteering at a hospital, participating in programs at the
Seniors Centre, pursuing advanced studies, and church involve-
ment. This is in marked contrast to the low-resource group that is,
on average, 15 years younger. Even into his 90’s, Mel serves as a
bandleader for a local non-proﬁt organization. As the oldest group,
several also faced health issues besides diabetes, though none were
restricted to their home. Jennifer, retired from the local auto plant
after thirty-three years, and now works part-time in “astrology”. “I
think my work is my labor of love. In a sense, it makes me want to
be healthy because I want to work. So I know I have to be in a
healthy state to work.”
Cultural resources
Knowledge and information about what are or are not appro-
priate foods for diabetics is abundant but can be unreliable,conﬂicting, and overwhelming. All but one person in this group had
ready access to a computer in their household, and four indicated
that they used one to access information about diabetes. When Paul
has a question, “ﬁrst thing I do is go on the Internet. if I can’t ﬁnd it
on the internet, I ask my endocrinologist or my family doctor.”
Although the Internet offers a convenient source of information,
few seemed to trust their own skills to navigate the Internet and
critically assess the information that is received from online re-
sources: “you get computer information and how do you know that
information is reliable? These sites can be set up by anybody. If you
go to Diabetes Association and that’s ﬁne. But sometimes people
just type diabetes and you get 5000 entries” [Beatrice].
Many in the high-resource group read books about diabetes
management and extracted recipes from diabetes recipe books. If
available, most preferred to turn to professionals or trusted friends
for dietary advice. They seemed to carry greater authority for re-
spondents. Three of the eleven in this group had immediate family
in the health profession to whom they turned when diabetes-
related questions arose e a nurse, a pharmacist, and a naturo-
path. Beatrice’s case is complicated by other conditions, but she
regularly consults with her daughter who lives nearby and essen-
tially monitors her diabetes management:
she juggles everything for me. In fact my doctor is really good at
giving me printouts and things and then I fax them to her.
Sometimes she has called him to say let’s change this drug. So I
am really lucky.
In sum, health capabilities and dietary management in the high-
resource group is characterized by:
(1) Ready access to healthy foods irrespective of costs; this
sometimes includes certain more expensive, specialized
foods;
(2) A social environment that mostly encourages and monitors
dietary management, and does not indirectly sabotage
management by bringing in or consuming unhealthy foods;
(3) Ready access to trusted sources for information about
appropriate dietary management;
(4) Meaningful social activities that motivate the management
of diabetes and other health problems.
Discussion
The economic variation in our sample was far more limited than
in society as a whole e roughly ranging from the lower working
class to the upper-middle class. Our sample simply was too small
and its variation too limited to detect clearly distinguishable “life-
styles” of the sort Bourdieu describes. Nevertheless, there remained
substantial consistency in rankings across the three dimensions e
i.e., those low in economic resources tended to rank low or medium
on social or cultural dimensions as well, while those high in eco-
nomic resources tended to rank high or medium on the other di-
mensions. These offer “pointers toward social groupings” that
suggest variation in health capabilities or “health-enhancing priv-
ilege and opportunities” associated with different groups
(Veenstra, 2007: 30). More narrowly, the contrasts between the low
and high resource groups serve to highlight the role and impact of
economic, social, and cultural resources on health capability and
dietary management. Nonetheless, the size of the subsamples and
other important differences between the groups e e.g., time since
diagnosis, living alone or not e make it difﬁcult to discern the
relative impact of resources on dietary self-management.
The low and high resource groups each show an interactive
relationship among economic resources, meaningful social
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management. If we extrapolate these relationships over time, the
dynamic appears negative (generating a “vicious cycle”) for health
capability and health among those in the low resource group: few
resources limit chances for meaningful social engagement, reduce
motivation to be healthy, and diminish health capability. In turn,
this contributes to choices and actions that exacerbate current
health problems and enhance risk for new ones, draining economic
resources further, diminishing social engagement, health capa-
bility, and dietary management. In contrast, the dynamic is favor-
able for health capability and health in the high-resource group
(producing a “virtuous cycle”): more economic resources provide
more options for meaningful social engagements, elevates moti-
vation to be healthy, enhances health capability, leading to choices
and actions that improve management, lower risk and severity of
co-existing conditions and, in turn, serves to sustain health capa-
bility and health over time. Moreover, these interactions are
complicated by other differences between the groups e e.g., those
in low-resource group were, on average, younger and had diabetes
for longer, and also were more likely to live alone than those in the
high-resource group. It remains uncertain how these differences
might serve to exacerbate (or moderate) variation in economic,
social, and cultural resources.
Our ﬁndings also suggest the importance of social resources for
dietary management. They are crucial in at least two key ways: (1)
by providing a household environment that is conducive to a
healthy diet, and, less directly, (2) by providing meaningful social
engagements to encourage and motivate health. A few in our
sample continue to rely on direct social support to help compensate
for economic deprivations e e.g., turning to parents for shelter and
food well into adulthood e as a consequence of disabilities leading
to unemployment. These social ties surely enhance health capa-
bility. In several instances, however, dietary health and health
capability were compromised by an inhospitable social milieu
rather than by a deﬁcit in economic resources. Seldom is the non-
support overt or hostile. Others may be indifferent to the dietary
needs of those with diabetes, may offer a poor example of food
consumption, ormay bring tempting though unhealthy foods to the
table. The habits of others are no easier to alter than are those of
people with diabetes and, in fact, others’ motivation to change is
likely to be lower. Still, when others remain inﬂexible with regard
to change in eating habits to accommodate a person with diabetes,
extra time, energy, andmoneymust be devoted to preparingmeals,
resources that often are in short supply. In our sample this burden
fell disproportionately on women rather than men, since the
women often played a traditional role in meal preparation (plan-
ning, shopping, and preparing). Several male respondents indicated
that they supported their spouse in meal preparation and this likely
eased the burden, and two even claimed primary responsibility for
preparing meals for themselves and others. It is difﬁcult to know if
the extent of support might be over-stated, as expectations for men
in this regard traditionally are low, and a positive face is more often
extended in the interview context. Either way, in these cases men
did not encounter the same resistance to dietary adjustment that
some women did. Further, in other cases where men who took
primary responsibility for food preparation, they mainly did so for
themselves rather than their spouse, reﬂecting a pattern of spousal
“disengagement” regarding dietary change. These results support
Miller and Brown’s (2005) suggestion that advancing dietary
change beneﬁts from, if not requires, participation in and ﬂexibility
regarding food preparation and consumption from others in the
household. Short of gaining such cooperation, a person with dia-
betes must learn to “recognize and counter damaging social norms”
regarding food preparation and consumption (Ruger, 2010b: 45), a
particularly difﬁcult proposition with dependent others in thehousehold. Finally, the challenge appears even greater for those
from lower-resource households, as the supports for lifestyle
changes often are fewer while the changes required often are
greater than they are for higher-resourced counterparts (Lutfey &
Freese, 2005).
Considerable research suggests various ways whereby social
embeddedness impacts health via behavioral, psycho-social, and
physiological mechanisms (Berkman, Glass, Brissette, & Seeman,
2000; Thoits, 2011; Umberson & Montez, 2010; Yang, McClintock,
Kozloski, & Li, 2013). We suggest that social ties indirectly and
directly impact health capability by adding meaning to everyday
life, and extra motivation to be healthy. This appeared to be lacking
for several from the low-resource group and abundant among
those from the high-resource group. Some of what we found
regarding social engagements corresponds with Veenstra’s dis-
cussions of culture and class (2007, 2010). Following Bourdieu,
Veenstra demonstrates the relationship between socio-economic
position and the range of cultural options available. Once again,
higher incomes afford more freedom for some to pursue mean-
ingful activities apart fromwhat is required to make endsmeet. It is
understandable that one who “doesn’t have money to do anything”
might be indifferent when it comes to making the lifestyle changes
needed to better manage their health, and more disposed to fall
back on longstanding habits. Although the mechanisms that con-
nect social and cultural engagement to health are many and com-
plex, our ﬁndings support the view that such involvements may
impact individuals’ motivation and commitment to health, which
may be integral to health capability.
Implications for diabetes self-management
Overcoming longstanding dietary habits to properly manage
diabetes challenges all who confront the disease and success in
doing so requires a “health capable” patient able to make the
changes necessary. As our study suggests, however, health capa-
bility is not a property of the abstract individual; rather, it is a
process that is shaped by the economic, social, and cultural cir-
cumstances that make choices real and available. People with
diabetes require sufﬁcient income to afford and gain access to foods
that suit proper diabetes management, and many in our study and
many more in society fail to reach that threshold. Even those who
do may ﬁnd their efforts to change undermined by others in the
household who resist change and persist with old habits. The
complexity of the condition and the overwhelming amount of in-
formation to sort through make it additionally difﬁcult for many to
know for sure even what sorts of changes to make. Failure to ac-
count for these circumstances may be a principal reason for the
limited success of many health promotion efforts. Perhaps patients
should never be advised to “eat right and exercise” until their
health capability and the particular conditions that shape it arewell
understood. Instead, it would be more productive to expand efforts
to enhance health capability by acknowledging and altering the
conditions that shape it e e.g., reducing economic disparities,
enhancing access to healthy foods, increasing family members’ role
in lifestyle change, making health-relevant knowledge and infor-
mation more accessible and useable. This might best serve to
advance the prospects for improving diabetes self-management.
Acknowledgments
Support for the research comes from the Anthony Marchionne
Foundation, though the content included herein is the re-
sponsibility of the authors. The authors also acknowledge
Dr. Adrian Pettyan, Pamela Pettyan, and Clinic staff without whose
support this study would not have been possible.
R.R. Weaver et al. / Social Science & Medicine 102 (2014) 58e6868References
Abel, T. (2008). Cultural capital and social inequality in health. Journal of Epidemi-
ology and Community Health, 62(7), e13.
Abel, T., & Frohlich, K. L. (2012). Capitals and capabilities: linking structure and
agency to reduce health inequalities. Social Science & Medicine, 74(2), 236e244.
Berkman, L. F., Glass, T., Brissette, I., & Seeman, T. E. (2000). From social integration to
health:Durkheim in thenewmillennium.Social Science&Medicine, 51(6),843e857.
Bourdieu, P. (1984). Distinction: A social critique of the judgement of taste. Cambridge,
MA: Harvard University Press.
Bourdieu, P. (1986). The forms of capital. In Handbook of theory and research for the
sociology of education (pp. 241e258). New York: Greenwood.
Brewer-Lowry, A. N., Arcury, T. A., Bell, R. A., & Quandt, S. A. (2010). Differentiating
approaches to diabetes self-management of multi-ethnic rural older adults at
the extremes of glycemic control. The Gerontologist, 50(5), 657e667.
Centers for Disease Control and Prevention. (2011). National diabetes fact sheet:
National estimates and general information on diabetes and prediabetes in the
United States, 2011. Atlanta, GA: U.S. Department of Health and Human Series,
Centers for Disease Control and Prevention.
Chesla, C. A., & Chun, K. M. (2005). Accommodating type 2 diabetes in the Chinese
American family. Qualitative Health Research, 15(2), 240e255.
Clark, L., Vincent, D., Zimmer, L., & Sanchez, J. (2009). Cultural values and political
economic contexts of diabetes among low-income Mexican Americans. Journal
of Transcultural Nursing, 20(4), 382e394.
Cockerham, W. C. (2005). Health lifestyle theory and the convergence of agency and
structure. Journal of Health and Social Behavior, 46(1), 51e67.
Commission on Social Determinants of Health (CSDH). (2008). Closing the gap in a
generation: Health equity through action on the social determinants of health.
Final report from the commission on social determinants of health. Geneva,
Switzerland: World Health Organization.
Danaei, G., Finucane, M. M., Yuan, L., Singh, G. M., Cowan, M. J., Paciorek, C. J., et al.
(2011). National, regional, and global trends in fasting plasma glucose and
diabetes prevalence since 1980: systematic analysis of health examination
surveys and epidemiological studies with 370 country-years and 2.7 million
participants. Lancet, 378(9785), 31e40.
Darmon, N., & Drewnowski, A. (2008). Does social class predict diet quality? The
American Journal of Clinical Nutrition, 87(5), 1107e1117.
Department of Health and Social Security. (1980). Inequalities in health: Report of a
research working group. London: DHSS.
Dinca-Panaitescu, S., Dinca-Panaitescu, M., Bryant, T., Daiski, I., Pilkington, B., &
Raphael, D. (2011). Diabetes prevalence and income: results of the Canadian
Community Health Survey. Health Policy, 99(2), 116e123.
Dinca-Panaitescu, M., Dinca-Panaitescu, S., Raphael, D., Bryant, T., Pilkington, B., &
Daiski, I. (2012). The dynamics of the relationship between diabetes incidence
and low income: longitudinal results from Canada’s National Population Health
Survey. Maturitas, 72(3), 229e235.
Fernandez, A., Jacobs, E. A., Lopez, A., Seligman, H. K., & Tschann, J. (2012). Food
insecurity and glycemic control among low-income patients with type 2 dia-
betes. Diabetes Care, 35, 233e238.
Galesloot, S., McIntyre, L., Fenton, T., & Tyminski, S. (2012). Food insecurity in Ca-
nadian adults receiving diabetes care. Canadian Journal of Dietetic Practice and
Research., 73(3), e261ee266.
Humphries, K. H., & van Doorslaer, E. (2000). Income-related health inequality in
Canada. Social Science & Medicine, 50(5), 663e671.
Kelly, C. W. (2011). Commitment to health: a predictor of dietary change. Journal of
Clinical Nursing, 20, 2830e2836.
Lucan, S. C., Barg, F. K., Karasz, A., Palmer, C. S., & Long, J. A. (2012). Concepts of
healthy diet among urban, low-income, African Americans. Journal of Commu-
nity Health, 37(4), 754e762.
Lutfey, K., & Freese, J. (2005). Toward some fundamentals of fundamental causality:
socioeconomic status and health in the routine clinic visit for diabetes. Amer-
ican Journal of Sociology, 110(5), 1326e1372.
Mackenbach, J. P. (2012). The persistence of health inequalities in modern welfare
states: the explanation of a paradox. Social Science & Medicine, 75(4), 761e769.
Marmot, S. (2005). Social determinants of health inequalities. The Lancet, 365(9464),
1099e1104.
Marmot, M., Atkinson, T., Bell, J., Black, C., Broadfoot, P., Cumberlege, J., et al. (2010).
Fair society, healthy lives: The marmot review. Technical report. Strategic Review
of Health Inequalities in England post-2010.
Marmot, M. G., Stansfeld, S., Patel, C., North, F., Head, J., White, I., et al. (1991). Health
inequalities among British civil servants: the Whitehall II study. The Lancet,
337(8754), 1387e1393.
Miller, C. K., & Branscum, P. (2012). The effect of a recessionary economy on food
choice: implications for nutrition education. Journal of Nutrition Education and
Behavior, 44(2), 100e106.
Miller, D., & Brown, J. L. (2005). Marital interactions in the process of dietary change
for type 2 diabetes. Journal of Nutrition Education & Behavior, 37(5), 226e234.Miller, C. K., Gutshcall, M. D., & Mitchell, D. C. (2009). Change in food choices
following a glycemic load intervention in adults with type 2 diabetes. Journal of
the American Dietetic Association, 109(2), 319e324.
Phelan, J. C., Link, B. J., & Tehranifar, P. (2010). Social conditions as fundamental
causes of health inequalities. Journal of Health and Social Behavior, 51(1 Suppl.),
S28eS40.
Pilkington, F. B., Daiski, I., Bryant, T., Dinca-Panaitescu, M., Dinca-Panaitescu, S., &
Raphael, D. (2010). The experience of living with diabetes for low-income Ca-
nadians. Canadian Journal of Diabetes, 34(2), 119e126.
Pilkington, F. B., Daiski, I., Lines, E., Bryant, T., Raphael, D., Dinca-Panaitescu, M., et al.
(2011). Type 2 diabetes in vulnerable populations: community healthcare
providers’ perspectives on health service needs and policy implications. Ca-
nadian Journal of Diabetes, 35(5), 503e511.
Rabi, D., Edwards, A., Southern, D., Svenson, L., Sargious, P., Norton, P., et al. (2006).
Association of socio-economic status with diabetes prevalence and utilization
of diabetes care services. BMC Health Services Research, 6(1), 124.
Raphael, D., Daiski, I., Pilkington, B., Bryant, T., Dinca-Panaitescu, M., & Dinca-
Panaitescu, S. (2011). A toxic combination of poor social policies and pro-
grammes, unfair economic arrangements and bad politics: the experiences of
poor Canadians with type 2 diabetes. Critical Public Health, 22(2), 127e145.
Robbins, J. M., Vaccarino, V., Zhang, H., & Kasl, S. V. (2005). Socioeconomic status
and diagnosed diabetes incidence. Diabetes Research and Clinical Practice, 68(3),
230e236.
Ruger, J. P. (2004). Ethics of the social determinants of health. The Lancet, 364(9439),
1092e1097.
Ruger, J. P. (2010a). Health and social justice. New York: Oxford University Press.
Ruger, J. P. (2010b). Health capability: conceptualization and operationalization.
American Journal of Public Health, 100(1), 41e49.
Savoca, M., & Miller, C. (2001). Food selection and eating patterns: themes found
among people with type 2 diabetes mellitus. Journal of Nutrition Education,
33(4), 224e233.
Saydah, S., & Lochner, K. (2010 MayeJune). Socioeconomic status and risk of
diabetes-related mortality in the U.S. Public Health Reports, 125, 377e388.
Seligman, H. K., Laraia, B. A., & Kushel, M. B. (2010). Food insecurity is associated
with chronic disease among low-income NHANES participants. The Journal of
Nutrition, 140(2), 304e310.
Seligman, H. K., & Scheillinger, D. (2010). Hunger and socioeconomic disparities in
chronic disease. New England Journal of Medicine, 363(1), 6e9.
Sen, A. (1993). Capability and well-being. In M. Nussbaum, & A. Sen (Eds.), The
quality of life (pp. 30e53). Oxford: Clarendon Press.
Sen, A. (1999). Development as freedom. New York: Random Books.
Shrout, P. E., & Fleiss, J. L. (1979). Intraclass correlations: uses in assessing rater
reliability. Psychological Bulletin, 86(2), 420e428.
Singh-Manoux, A., & Marmot, M. (2005). Role of socialization in explaining social
inequalities in health. Social Science & Medicine, 60(9), 2129e2133.
Smith, G. D., Bartley, M., et al. (18e25 August 1990). The Black report on socio-
economic inequalities in health 10 years on. BMJ, 301, 373e377.
Statistics Canada. (2006). 2006 Census: Educational portrait of Canada, census: Pro-
vincial and territorial highlights. Retrieved October 19, 2012, from Statistics
Canada, Web Site http://www12.statcan.ca/census-recensement/2006/as-sa/
97-560/p28-eng.cfm.
Swanson, M., Schoenberg, N. E., Davis, R., Wright, S., & Dollarhide, K. (2013). Per-
ceptions of healthful eating and inﬂuences on the food choices of Appalachian
youth. Journal of Nutrition Education and Behavior, 45(2), 147e153.
Thoits, P. A. (2011). Mechanisms linking social ties and support to physical and
mental health. Journal of Health and Social Behavior, 52(2), 145e161.
Umberson, D., & Montez, J. K. (2010). Social relationships and health. Journal of
Health and Social Behavior, 51(1 Suppl.), S54eS66.
Veenstra, G. (2007). Social space, social class and Bourdieu: health inequalities in
British Columbia, Canada. Health & Place, 13(1), 14e31.
Veenstra, G. (2010). Culture and class in Canada. Canadian Journal of Sociology, 35(1),
83e111.
Venkatapuram, S. (2011). Health justice: An argument from the capabilities approach.
Malden, MA: Polity Press.
Wardle, J., Parmenter, K., & Waller, J. (2000). Nutrition knowledge and food intake.
Appetite, 34(3), 269e275.
Wilkinson, R. G., & Pickett, K. E. (2006). Income inequality and population health: a
review and explanation of the evidence. Social Science & Medicine, 62(7), 1768e
1784.
Willson, A. (2009). ‘Fundamental causes’ of health disparities. International Sociol-
ogy, 24(1), 93e113.
World Health Organization. (2011). Noncommunicable diseases: Country proﬁles.
Geneva, Switzerland: World Health Organization.
Yang, Y. C., McClintock, M. K., Kozloski, M., & Li, T. (2013). Social isolation and adult
mortality: the role of chronic inﬂammation and sex differences. Journal of
Health and Social Behavior, 54(2), 183e203.
